PAISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH OZO6
‘DRPARTMENT OF PUBLIC HEALTM AND WELFARE é i -63-00%
%on 'gg{s'#u"'! AMENDED Registration District No, Primary Registration District No. _Reg 's'No. /

STATE FILE NUMBER

1. PLACE OF D n% hi 2. USUAL RESIDENCE [whera deceased lived. If institvtion: Residence before
. COUMTY C 3¢ ... 3 i
a n ) &.. STATE NTi s sourt COUNTY Atchi son sdmission)
b. CITY (If outside corporate limits, give TOWNSHIP only) tength of stay in Ib c. CITY Insicde Limits
OR ' OR o
own Fainfax 6 wks TOWN Tl o o Al S
<. FULL NAME OF (if NOT in hospltal, give location} I Inside Limits d. STREET {if cutside, give location) Raside on Farm

V5 300
Rev. 4/59

DATE AMENDED

i be 3o

' o 3o

HOSPITAL OR . ~ ADDRESS
INS'ITI'UTIONI‘ ai rfax C Ommuni ty HOS uE No ] " Yes 0 No X0

. NAME OF PECEASED First Middle Last 4. DATE Month Day Year

({Type or print) OF )
MAMIE ESTELL WOLF DEAM  March 1,1963

5. SEX | 6. coLOR OR RACE 7. Married [ Never Married [J —F DATE OF BIRTH | ?- AGE (last birthdey) | IF UNDER 1 YEAR IF UND

female white. Widowed ] ovoreed O |1y 721 /1800 72 [fo™=] o [ Hem | wn

108, USUAL OCCUPATION {Give kind of work dons | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state of couniry) | T2. CHIZEN OF WHAT COUNIRY

during most of working lifa, even if retired)
House xeaeper own home Tarklio,Missourl U.S .
13a. FATRER'S NAME 13k, MOTHER'S MAIDEN NAME 14, NA.ME OF “USBAND OR WIFE

___Joseph Jackson Isador Smit Ben H. Wolf

15. WAS DECEASED EVER IN LS. ARMED FORCES? 18, SOCIAL SECURITY NO. | 17. INFORMANY Address
(Yes, no, ‘or unknown} [ (If yes, give war or dates o
n I Davi@ Wolf Tarkio,Mo,

18. CAUSE OF DEATH (Enrter only one cause pef v a INTERVAL BETWEEN

PART I. DEATH WAS CAUSED 6 4 : : ONSET AND DEATH
MMEDIATE CAUSE (s) f d 5"%&/ M ,

DOCUMENT

which gave rise to ’
lying - cavsa laar:]  DUETO ie) 4"‘” ” ﬁ & ‘% d—&

above cause (a),
PART II. OTHER SIGNIFICANT COND[TIONS CON‘IRIBU‘I’ING TO DEATH not related to the terminat PART IIl. IJ‘ deceased was female was

. .
Conditions, 1f sny;7  DUE TO (b}’ ‘% J/f"faa/ I %f GEFES | IM‘."GV
stating tha under- ]
disease condmon glven in PART | (a) are 8 pregnancy in last. 90 days.

ID Yes ] a Nol O Unknown
19. WAS AUTOPSY | 20s. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. [Enter nature of injury in PART | or PART Il of item 18.}
FORME w| a Q - - *

20c. TIME OF Hou Month, Day, Yesr
INJURY - 'am,
p.m. }
20d. INJURY QCCURRED 20e. PLACE OF INJURY {e.g., in or about homa, | 20f. CITY, TOWN, OR LOCATION COUNTY
WHILE AT WORK [ ferm, factory, street, office bidg., etc.)
NOT WHILE AT WORK [ . .

. 7 o
¢ |- 21, 1 amtendsdithe decaased fick 2/21/5 0. . m,iﬂlﬂ—and last nw#.uw on. 3/7/e3

m on the date stated above, and to the best of my knowledge, from the csuses stated.

(Degrae illc) - 22, ADDRESS R 22¢c. DATE SIGNED
37”&;.??@ * Tarkio,Missouri ' 13/2/62
3c

. NAME OF CEMETERY OR CREMATORY 23d4. 'LOCATION (City, town, or county) (State)-

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
NINSTEAD OF

' MEDICAL CERTIFICATION

USE BLACK INK
OR
TYPEWRITER RIBBON

SHOULD READ

23b. DATE

3/3/1963 I Home Cemetery

¢
23a. " A ]
burl ' Tarkio,Mo. y B
24. FUNERAL DIRECTOR B ADDRESS ATE RECD. BY LOCAL REG. EGISTI R’S.SIGNA'(UR A o ]
Davias Funeral Home Tarkio, Mo, %ﬂ‘q} {;

- - (0 d Embelm ] on Reverse Side)

BY AFFIDAVIT OF

ITEM NO.




. STATEMENT BY LICENSED EMBALMER

| hereby certify that the body whose name is recorded on the reverse side of fh}s certificate was embalmed by me,

~or by ) : Student Embalmer No.

working under my personal supervision.

. - - c
Student . Signed %/O/T,L ‘6' ;’,W

Signasture of Student Embalmer

. =

_Licensed Embalmer No. 3338

P. O. Address_T.ﬂ.nki.o.,.M.O..—

Note: The above MUST BE SIGNED BY THE LICENSED EMBAI.MER |n his OWN "HANDWRITING. {Failure to comply

with the above constitutes grounds for revocation of licensé). fan -
If embalmed by a‘STUDENT, he also shall sign”in his OWN handwrltmg . ' ) <
. If ﬂ:us_‘body is not embymed fact should be so stated above. h

£ :




